To the Editor
We read the article ''Increased Anteversion of Press-fit Femoral Stems Compared With Anatomic Femur'' by Emerson with interest [4] .
Emerson studied the antetorsion of femoral stems compared with the anatomic antetorsion, based on preoperative MRI studies. However, he does not state specifically how the measures were done. Figure 1 suggests the reference plane is defined as a transverse plane of the pelvis, which is acceptable for measuring anteversion of the acetabulum, but not for antetorsion of the femur. Femoral antetorsion is defined as the angle between the posterior bicondylar plane of the femur and the axis of the femoral neck and therefore needs images at the level of the femoral condyles and the femoral neck to be adequately measured [3] . This technique also was used in a recently published study which compares CT with MRI antetorsion values [2] .
Furthermore, the method of measurement used during operations is subject to multiple errors, even if the position of the lesser trochanter is used classically as a reference for femoral torsion during intramedullary nailing [9] . In addition, it seems difficult to correlate MRI values and intraoperative values as the measures are not based on the same reference points.
In the Discussion, Emerson stated that '' Because this study is looking at the differences between the preoperative and postoperative angles, the actual angles are not important. Of importance is how the two compare and whether 'natural anteversion' has been restored''. However, this statement seems questionable, as it is recognized that antetorsion of the prosthetic femoral neck should be between 10°to 30°to avoid impingement and instability [2, 4, 6] . Hisatome and Doi stated ''The best amount of femoral anteversion for the total hip stem has not been determined, although it is generally agreed to be between 10°to 20° [4] and 10°to 30° [2] '' [6] . Furthermore, antetorsion is variable among individuals and therefore, only restoring individual antetorsion with the femoral stem may lead to instability of the hip if the patient initially has excessive antetorsion or retrotorsion [1, 2, 5, 8, 12] . Therefore, we think that an analysis of restoration of preoperative antetorsion is of marginal interest and one rather should aim at restoration of physiologic relationships between femoral neck orientation and acetabular orientation [6] .
Emerson described what he called ''head antetorsion'', which in fact represents the neck antetorsion, and an ''anatomic antetorsion'', which was called ''helitorsion'' in previous studies [5, 8] . The normal values of antetorsion and helitorsion vary widely among individuals depending on the underlying disorder, and it was shown that the value of femoral torsion, or helitorsion, influences orientation of the stem in terms of antetorsion [1, 5, 8] . This explains why Emerson finds differences between the preoperative and the postoperative antetorsion values. To adequately analyze antetorsion and helitorsion of each patient, use of a preoperative CT scan is mandatory [8, 10] . For this reason, we suggest the use of three-dimensional (3-D) planning of total hip prostheses based on a dedicated CT scan protocol to be able to analyze the particular anatomy of each patient and to adequately reconstruct the hip on an individual basis is an interesting alternative to standard planning, which ignores the femoral torsion problem as it is based on twodimensional rather than 3-D analysis [11] . If a routine CT scan for every patient may seem impractical, its cost and radiation have been evaluated [7] . For us, the important additional information gained with the CT scan largely outweighs the potential negative effects of this examination.
